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ABSTRACT
Objective: The aim of this study is to explore the role of the physical therapy offered by public
health sectors in Salvador in improving stroke survivors’ self-esteem. This study also intends
identify components of physical therapy that contribute most to patients’ perceived recovery.
Methods: Participant observation was conducted at Clinica da Fisioterapia in Escola Bahiana
de Medicina e Saúde Púlica. Interviews were conducted with 4 professionals and 7 patients, of
which 3 professionals and 6 patients are affiliated to Escola Bahiana. The patients participated
in this study were also asked to evaluate their self-esteem via a questionnaire adapted from
Rosenberg self-esteem scale.
Results: Patients in this study were self-conscious about their physical disabilities, yet it did
not affect the overall evaluation of their characteristics and qualities. The level of self-esteem
indicated by patients’ responses to the questionnaires indicates that this group of patients were
able to adjust to their bodily changes and integrate them into their self-perception. Based on
the interviews with professionals and patients, both the instrumental and affectionate
components of the physical therapy treatment are considered as important contributors for
patients’ acceptance of their disabled bodies, leading to improved self-esteem.
Conclusion: Depending on the different life experiences and recovery level of the patients,
instrumental and affectionate components of physical therapy treatment are effective in
different ways. For patients who are responding well to the techniques and could visually
perceive their physical improvement by mastering important tasks, they are more inclined to
value instrumental component. On the other hand, patients who are at the initial stage of
recovery or have difficulty in doing exercises tend to value the affectionate component.
Nonetheless, physical therapy helps patients rebuild the connection between their body and
self, and lead to an improvement of self-esteem.
Key Words: stroke survivors, physical therapy, self-esteem, lived body, perception of self
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RESUMO
Objetivo: Tenho a intenção de identificar os componentes da fisioterapia oferecido pelos
setores de saúde pública que contribuem para a percepção positiva de si mesmo entre os
pacientes e ajudar a reconstruir a sua auto-estima.
Método: A observação participante foi realizada na Clínica da Fisioterapia na Escola Bahiana
de Medicina e Saúde Pulica. Foram realizadas entrevistas com 4 profissionais e 7 pacientes,
dessas 3 profissionais e 6 pacientes são filiados à Escola Bahiana. Os pacientes participaram
deste estudo também foram solicitados a avaliar sua auto-estima através de um questionário
adaptado de Rosenberg escala de auto-estima.
Resultados: Os pacientes neste estudo foram auto-consciente sobre suas deficiências físicas,
no entanto, não afetou a avaliação das suas características e qualidades. O nível de auto-estima
indica que esse grupo de pacientes foram capazes de se ajustar a suas mudanças corporais e
integrá-los em sua auto-percepção. Baseado nas entrevistas com profissionais e pacientes,
ambos os componentes instrumentais e afetivas do tratamento fisioterapêutico são
considerados importantes contribuintes para a aceitação de seus corpos deficientes dos
pacientes, levando à melhora da auto-estima.
Conclusão: Dependendo das diferentes experiências de vida e recuperação no nível dos
pacientes, os componentes instrumentais e afetivas de tratamento fisioterapêutico são eficazes
em diferentes maneiras. Para os doentes que estão a responder bem às técnicas e podia perceber
visualmente a sua melhoria física por dominar tarefas importantes, eles são mais inclinados a
valorizar a componente instrumental. Por outro lado, os pacientes que estão na fase inicial de
recuperação ou têm dificuldade em fazer exercícios tendem a valorizar o componente afetivo.
No entanto, a terapia física ajuda os pacientes a reconstruir a conexão entre seu corpo e eu, e
conduzir a uma melhoria da auto-estima.
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INTRODUCTION
Background
Brazil underwent a transition period where the major contributor to mortality changed from
infectious diseases to non-transmittable diseases in the 1960s (Roger, 2012). In major cities of
Brazil, such as São Paulo and Rio de Janeiro, mortality rates caused by cerebrovascular disease
surpassed that by cardiovascular diseases. By the end of 1980s, main Brazilian cities have
higher stroke mortality rate than that in the United States, Canada and western European
countries (Luvizutto, 2015). Stroke, defined by World Health Organization (WHO), is a
neurological deficit caused by cerebrovascular malfunction that persists beyond 24 hours. As
treatment units organized around and specialized in stroke begin to emerge, a significant
diminution in the mortality of stroke has been observed in recent years (Luvizutto, 2015).
However, stroke is still one of the leading cause of disability in Brazil among the population
above the age of 65 (World Health Organization, 1978; Pedreira, 2010). According to the
National Health Survey in 2013, roughly 2.231 million of stroke cases happen every year with
a frequency for associated disability ranging from 25% to 35% (Bensensor, 2015). This means
that approximately 568,000 patients will suffer from severe functionality impairment after
having a stroke (Souza, 2013).
Problem Statement
Stroke is a stigmatizing disease that has significant impact patients’ lives. Living with a
limited body, a stroke survivor has to face a series of physical, psychological and social
difficulties. When patients are asked to evaluate their quality of life after stroke, it is noted that
nearly all aspects of life including issues such as living condition, activity and social
relationships were compromised (Souza, 2013). The changes brought by stroke force patients
to reposition and re-evaluate themselves in their perception of self and social interaction. When
not giving enough social support, a patient with disabilities caused by stroke becomes
susceptible to psychological distress and is prone to have lowered self-esteem which is a
precursor of depression (Kitzmüller, 2012; Wegener 2015). Considering the vulnerability of
1

stroke survivors to depression, more psychological resources and social support in addition to
physical therapy should be given to these patients. However, the reality of mental health
treatment through the public health sector in Brazil is not satisfying as more than 70% of
patients expressed frustration towards the inaccessibility of the treatment and the service that
is offered (Fujii, 2012). As a result, physical therapy becomes the only treatment that is readily
available offered by SUS for patients with disabilities caused by stroke.
Given the association between physical functionality and mental health, it is of great
importance to understand if physical therapy can bring positive psychological outcomes to the
mental health condition of stroke survivors. Previous researches on the psychological aspects
of physical disabilities caused by stroke focus mainly on two general aspects: 1) the prevalence
of depression and compromised quality of life among patients with disabilities caused by stroke
(Souza, 2013; Yang, 2006), and 2) patients’ perception and view towards the care they receive
during the period of hospitalization (Ben-sira, 1980; Pound, 1995). In spite of the large number
of studies that are related to this topic, the relationship between the physical functionality
recovered by physical therapy and the change in a patient’s evaluation of self-esteem is not
adequately studied. This study aims to investigate changes in self-esteem of patients who have
stroke-induced disabilities and the relationship to physical rehabilitation services offered by
hospitals in Salvador, Bahia. I intend to identify components of physical therapy that contribute
to the positive perception of self among patients and help improve their self-esteem.
Social Relevance
Stroke is a very prevalent disease in Brazil affecting millions of families. Approximately
40% of stroke victims suffer from post-stroke depression (Kitzmüller, 2012). The physical
and mental well-being of stroke survivors directly impact the quality of life of the patients
and their care takers after the stroke incident. Considering the unsatisfactory situation of the
availability of mental health treatment, it becomes necessary to have another avenue of
providing psychological support to stroke survivors who are vulnerable emotionally. Physical
therapy is a relatively more accessible form of treatment offered by SUS and is currently
utilized by many patients. By identifying components of physical therapy that are able to ease
patients’ psychological distress, this study can give health professionals suggestions to better
2

improve current rehabilitation treatment for post-stroke disabilities. Physical therapy that is
designed with a focus on patients’ psychological needs will be able to provide patients with a
more holistic care and in turn be more effective.
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LITERATURE REVIEW:
Introduction
Stroke, by causing motor disabilities, visual impairment and difficulty in chewing, leaves
stroke survivors a “silent body” that is uncontrollable and no longer obedient to will
(Kitzmüller, 2012). With an uncertain body, one’s world becomes uncertain, and a vulnerable
self emerges as a result (Faircloth 2004). Researchers such as Faircloth (2004) and Kitzmüller
(2012) have studied the self-body relationship from a medical sociology standpoint to explore
how patients with stroke induced disabilities give meaning to their disrupted body. Their
researches provide my study with a theoretical framework. Within this framework, I will
draw results from studies on the relationship between physical functionality impairment and
depressive symptoms to demonstrate the existence of the correlation between physical
functionality and self-esteem, and also reference previous studies on the relationship between
patients’ perceived health status and evaluation of the care they receive to suggest that certain
components of physical therapy could profoundly impact patients’ view on the progress of
their recovery.
Self vs. Body
Interpretations on the self-body dualism vary widely from discipline to discipline.
Kitzmüller offers his definition of self as “an evolving entity [which] must be seen in relation
to one’s own interpretation”, being a self as “having primary access to one’s own experiential
life”, while body is “always present as one’s perspective on the world and therefore self has
to be seen as embodied” (2012). In this sense, the body becomes part of the environmental
stimuli that the self reacts to. As a result, when a stroke attack affects the functionality of the
body, one’s view of self would unavoidably change.
Faircloth in his study conducted in-depth interview with fifty-one stroke survivors to
understand their recovery experiences (2004). The study shows that the relationship between
self and body is not one thing over the other but a continuous conversation between these
two. The self would want to control the body by asking it to perform certain task. The body,
testing to see if the task is doable, would then either confirm self that everything is normal or
4

present the self with a challenge which prompts one’s self to re-formulate through the process
of self-interpretation (Faircloth, 2004). This continuous conversation between the self and
body happens repetitively inside a stroke survivor on a daily basis as one has to repetitively
test their physical ability to perform mundane tasks that used to be easy and effortless. Stroke
survivors experience success or failures at each bodily testing and are constantly building up
positive or negative emotions. Therefore, the interrelationship between self and body
becomes vital as it contributes to a better understanding of how the experience of the body
will influence one’s perception of self. Awareness of such relationship will enable healthcare
professionals to improve their treatment and better prepare their patients for their future life.
Physical Functionality vs. Psychological Stability
Researchers such as Yang and Souza provide empirical support for the theory of the selfbody relationship from the perspective that physical functionality and psychological stability
are interconnected by forming a feedback loop (Yang, 2006; Souza, 2013). Stroke, as a
cerebrovascular malfunction, often causes various degrees of physical disability in stroke
survivors. Physical disability, a chronic stressor, is defined as the incapability or difficulty in
performing basic self-care tasks required for independently living in a community (Mendes
de Leon et al., 1999). Since physical disabilities limit their mobility, it is generally more
difficult for them to participate in social interaction and obtain social support. As a result,
stroke survivors’ ability to interact with their environment and gain control over their bodies
is diminished, which disrupts their self-recognition of their identity, lowers their self-esteem
and in turn increases their risk in depression.
Souza explored the change in quality of life of people who suffered from stroke-induced
disabilities (2013). The results of her study indicate that all aspects of quality of life are
compromised for stroke survivors; an inverse relationship between functional disability and
quality of life is observed, meaning patients with more mobility enjoy a relatively more
comfortable life (Souza, 2013). This correlation highlights the importance and necessity of
my study, which aims to understand the relationship between regaining physical functionality
and improving patients’ mental health.
Numerous studies have emerged from decades of stress researches that emphasize the
5

importance of social support and psychological resources in alleviating the effects of life
stress on mental health (Thoits, 1995). Yang’s study is one of them, with a focus on the longterm effect of functional disability on depressive symptoms (2006). His study adopted a
quantitative approach: first distributing a baseline survey to a large sample of 4,162 patients
from the National Institutes of Aging Established Populations for Epidemiologic Studies of
the Elderly in 1986-1987, and then conducting follow up in-person interview in 1989, 1992,
and 1996 (Yang, 2006). Data used in this study is from the baseline surveys and the data
obtained from interviews conducted in 1996. The results underscores the connection among
functional disability and social and psychological means of intervention, and their joint
effects on changes in depressive symptoms over a six-year interval (Yang, 2006). It identifies
both social and psychological resources as significant mediators in reducing depressive
symptoms caused by depression, in which perceived social support rather than objective
measure of support plays a more important role in alleviating the psychological distress
caused by physical disability.
Perceived Improvement vs. Alleviated Anxiety
In addition to empirically demonstrate the effect functional disabilities had on depressive
symptoms, Yang’s finding suggests that the effectiveness of treatment is often not determined
by an objective measure but what is perceived by the patient (Yang, 2006). Regarding this
gap existed in medical treatment between what is offered to and what is received by patients,
many researchers have been trying to identify components of care that are valued by patients
admitted to hospitals. Various studies have viewed disease as a state of physiological
disturbance that is accompanied by a certain degree of anxiety as a result of the patient’s selfevaluation of the meaning, seriousness, and possible consequences of the disease. (Pound,
1995; Ben-sira 1980). For stroke survivors, since physical rehabilitation is a long-term
process and is not able to give them immediate relief, they will as a result experience anxiety
due to the uncertainty of their symptoms. In this case, a health professional’s ability to ease
their anxiety becomes their criteria in evaluating the effectiveness of the treatment (Pound
1995). Ben-sira has categorized two components of a medical treatment: instrumental and
affective; instrumental component refers to as the content of the physician’s activity, while
6

affective components is the physician’s affective behavior towards the patient (Ben-sira,
1980). Therefore, in the case of stroke survivors, their evaluation of the physical therapy they
receive would be highly related to the affective components of the treatment, as the quality of
the treatment is determined by healthcare professionals’ ability to alleviate the anxiety and
emotional distress of the patients.
In her 1995 study, Pound uses a qualitative approach to understand stroke patients’ view
on their admission to hospital. Among the 49 patients interviewed, the feeling of being
personally valued and cared about by the staff in the hospital was evaluated as the most
important part of the care (Pound, 1995). This feeling generally arose from the kindness,
attentiveness and encouragement displayed by the healthcare professional in the hospital. On
the other hand, if patients feel that their humanity is being denied, distress and negative
feelings will appear. The results suggest that recovery, rather than being affected solely by
the skill of the physicians which is categorized as the instrumental component, is to a large
extent influenced by the feelings of being looked after and valued – the affective component
(Pound, 1995).
In conclusion, the theory of self-body interaction shines lights on the relationship
between physical functionality and psychological stability (Kitzmüller, 2012). As a very
important component of psychological health, self-esteem has been proven to be an effective
mediator in alleviating depression (Yang, 2006). Therefore, there is a need to explore if
regaining physical functionality will contribute to the raised self-esteem. Moreover, as stroke
survivors rely on physical therapy to achieve recovery of functionality which is a long-term
experience, their evaluation on their progress of recovery is dependent on the the degree of
anxiety they are experiencing (Pound, 1995). If the relationship between functionality and
self-esteem indeed exist, patients will have a higher self-esteem when they perceive an
improvement in their physical functionality. As a result, in hope of connecting the findings of
previous studies, I intend to explore the role of the physical therapy in improving stroke
survivor’s self-esteem and identify components of physical therapy that contribute most to
patients’ perceived recovery.
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METHODOLOGY
Research Site
According to the statistics presented by Ministério da Saúde, circulatory diseases, a
category of vascular diseases including stroke, are the third leading cause for hospitalization
in Salvador, ranking behind pregnancy complications and digestive diseases (Brasil, 2008).
Circulatory diseases are also the primary cause of mortality in the municipality of Salvador
(Brasil, 2008). The large stroke patient population in Salvador makes it easy for me to collect
data and find narratives of patients with stroke-induced disabilities.
Mortalidade Proporcional (todas as idades)

6.1%
19.5%
16.6%

19.7%

25.1%

3.0%

10.1%

I. Algumas doenças infecciosas e parasitárias
II. Neoplasias (tumores)
IX. Doenças do aparelho circulatório
X. Doenças do aparelho respiratório
XVI. Algumas afec originadas no período perinatal
XX. Causas externas de morbidade e mortalidade
Demais causas definidas

Figure 1| Proportion of Mortality Causes of All Ages in Salvador
BRASIL 2008

Escola Bahiana de Medicina e Saúde Pública is a one of the most important educational
institutions of medical sciences and health in the northestern Brazil. The Ambulatório
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Docente – Assistencial da Bahiana1 (ADAB) was established in 1980 as part of Escola
Bahiana and was created to promote health and well-being for all through academic
knowledge. It partners with Programa de Saúde da Família (PSF) and Programa de Agentes
Comunitários (PACS)2 to offer free healthcare services of over 20 specialties to the public.
Moreover, it plays a very important role in providing healthcare to communities in Salvador;
in 2012, more than 6 million free care procedure were performed in ADAB. The Clínica de
Fisioterapia I visited is a part of Unidade de Saúde Multiprofissional located in the Brotas
campus of Escola Bahiana. The healthcare procedures offered through the public health
service sectors were performed by medical students in Escola Bahiana with the supervision of
their professors. Over 70% of patients receiving physical therapy there are recovering from
sequelae of stroke.
Data Collections
Participant Observation
Physical therapy sessions are offered twice a week to patients on Tuesdays and
Thursdays. I conducted my participant observation in one of physical therapy rooms in
Escola Bahiana de Medicina e Saúde Pública. On November 24th and 26th, I spent a whole
morning from 8:15 a.m. to 12:00 p.m. observing physical therapy sessions offered to a total
of 20 patients, of which 7 are stroke survivors. During the course of my observation, I
distributed the Rosenberg self-esteem scale to 6 patients with stroke-induced disabilities with
the help of physical therapy students who were assisting the patients. In addition, I also
interacted with patients – asking them simple questions after they finished with their session
and were preparing to leave the room. I used this participant observation opportunity to
collect narratives of the patients, since it was my only chance to meet a considerable amount
of stroke patients in one setting. It also provides me with a more direct idea about the
structure and context of a physical therapy session: routines, techniques, equipment used, and
orders physical therapists would give. I paid special attention to patients’ emotional changes
during the physical therapy session and correspondingly the professional’s reactions to these

1
2

the Teaching Care Clinic of Bahia
Family Health Program (PSF) and the Program of Community Agents (PACS)
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change. Another focus of my observation is the relationship between professionals and
patients, and also that of professionals and patients families.
Professional Interviews
In total, I conducted two formal interviews with two physical therapists, who work in
Hospital Irmã Dulce and Escola Bahiana respectively and both have work experience of over
five years, and two informal interviews with two physical therapy students in Escola Bahiana
who are currently on their 8th semester. For the formal interviews, I prepared 16 questions
ahead of time with the help of my project advisor. These questions focuses mainly on four
aspects: the structure of the physical therapy session offered, professional’s opinion and
experience with physical therapy treatment, professional’s evaluation of the effective
components of physical therapy, and the patient-professional relationship. In order to
alleviated complications that might happen due to language, I recorded the formal interview
which was an hour long with the physical therapist in Hospital Irmã Dulce with her
permission. Formal and informal interviews conducted in Escola Bahiana were not recorded
due to the limitation of time and environment constraints. The two physical therapists were
recruited to my study based on recommendations of my project advisor and her contacts. The
two students were recruited when I was conducting my participant observation. There were
many other students in the physical therapy room at the moment of my observation as well.
However, I found these two to be particularly patient and at the same time information.
Patients Interactions
My interactions with patients involve one short informal interview and a questionnaire
adapted from Rosenberg Self-esteem Scale. The informal interview is usually consisted of
simple questions intending to gain a basic understanding of the patient’s family structure and
one question asking for the patient’s thoughts about current physical therapy treatment. The
questionnaire, translated to Portuguese by Hutz, is consisted of 10 statements about one’s
general feeling towards oneself, and patients were asked to choose their degree of agreement
with these statements (Hutz, 2000). There are four options corresponding to different degrees
of agreement to the statement with a score value of 0 to 3 respectively: strongly disagree,
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disagree, agree, and strongly agree. The higher a score a patient gets, the more self-esteem he
or she has. The questionnaire was distributed to patients with the help of a professional who
would explain the concept of the scale and read the statement to them.
I was able to interact with seven stroke patients in total. I used convenience sampling to
choose patients. I met six of these patients during my participant observation in Escola
Bahiana and asked if they would talk to me after their physical therapy sessions. The other
patient in my research was discovered randomly, independent of any hospital affiliation, in
Campo Grande when he was doing physical exercises on his own. I was able to conduct a
relatively more in depth interview with this patient. Among the seven patients that I
interacted, 6 are male and only one is female. The time of receiving physical therapy
treatment varies from 2 weeks to 2 years. In addition, the occurring time and seriousness of
the stroke different from patient to patient, which contributes to the different level of
recovery among patients at the time of the interaction. I collected information on each
patient’s self-evaluation of self-esteem and their opinion and experiences with physical
therapy in hope to find correlation between these two.
Research Limitations
The major limitation to my study was the inability to use a more systematic and accurate
measure to evaluate the change in a patient’s self-esteem before and after the acceptance of
physical therapy treatment. It was very difficult for me to find a patient who just recently had
a stroke and to follow up on his journey of physical rehabilitation. I was not able to compare
a patient’s evaluation of self-esteem at different stages of stroke recovery. Therefore, it
became slightly difficult for me to pinpoint the exact factors that might have affected or
improved the self-esteem of a patient. In addition, many of the stroke patients had difficulties
reading the questionnaire on their own, and thus required the help of me or a physical therapy
student to read the statements to them. In this ways, even though the patient still had the
liberty of choosing any options, they were not offered enough privacy during the process of
self-evaluating. They were all doing this questionnaire with the accompaniment of another
person, which would affect the accuracy of the result given the unavoidable human tendency
to look good in front of other people and to hide one’s insecurities from others. Moreover,
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even though the Portuguese translation of the Rosenberg self-esteem scale has been widely
used in many psychological studies, the phrasing of the statements were at times too complex
and counterintuitive for patients who were of an older age and lower education level to
understand. The questionnaire to evaluate a patient’s self-esteem was not as effective as I
intended it to be.
The other limitation of this study is my inability to effectively communicate with the
patients due to time constraints and technical difficulties. I was only able to talk to most of
the patients for a very short period time when they were finishing up their physical therapy
sessions. The average time of interaction was at around 10 minutes. Over this very short
period of time, it was very difficult for me to establish trust with the patient to obtain more
personal information on topics such as their toughest struggle after the stroke incidents. In
addition, considering the nature of stroke as a cerebral malfunction, a patient’s speech ability
would be more or less compromised after the stroke incident, which would cause them to talk
very quietly or with murky voices. This to a large extent affected my communication with the
patients as it was extremely difficult for me to understand them in Portuguese.
Ethics & Ethical Responsibility
One of the major ethical concerns for my study is that I was studying a vulnerable
population, as stroke attack could be traumatizing experience for some patients and many lost
their physical functionality because of this disease. As a result, before approaching a patient,
I would double check with a professional to make sure that I understood what the patient was
currently going through and his or her basic information first. In addition, I avoided asking
questions that might trigger their emotions, and instead focused mainly on their current
emotion, their perception towards themselves and the treatment they are receiving. There was
also some risk of a power dynamic between me and the patient, as I was introduced as a
foreign student doing a research. In order to eliminate this possible power dynamic, I would
purposefully expose some of my shortcomings by apologizing for speaking broken
Portuguese and try to establish some sense of trust by sharing some of my personal
information. To avoid a patient feeling pressured to talk to me, I made it very clear to that all
the interview questions are optional and they have the choice to stop the interview at any time
12

if they feel uncomfortable.
Another area of ethical concern is interfering with the professionals’ work there in the
physical therapy room. The professors in Escola Bahiana would often pull me aside and spent
a minute explaining to me the purpose and goal of the exericise the patient was doing. However,
the time it took for the professor to explain to me was very short. In addition, considering that
there were many physical therapy students who would also from time to time pull their
professors aside to ask for advice on treating a patient, I do not think that my presence distracted
the professionals and posed as an interference.
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RESULTS AND DISCUSSION
The Physical Rehabilitation Journey of a Stroke Patient
For my participant observation in the Clinica da Fisioterapia, I would shadow one physical
therapy student in each hour and watch the student attend a patient with stroke sequelae. During
the course of my observation, I was able to collect narratives from both patients and
professionals to piece together the physical rehabilitation journey of a stroke patient3. Patients
that I met in Escola Bahiana were at different levels of recovery since the occurring time and
gravity of the stroke attack varies from patient to patient. Based on their emotional changes, I
divided this journey into three stages: testing limitations of the self, perceiving the self, and
making peace with the self.
Testing Limitations of the Self
The first time I met Samuel he was climbing stairs of the Clinica da Fisioterapia with the
help of an 8th semester physical therapy student. A stroke attack left his right body stiff and
inflexible. As a result, he was doing the step exercises to increase his muscle strength and to
learn the right technique to go up and down stairs. The physical therapy student used her hands
to secure his hips and helped Samuel flex his right knee when he needed to go down a step.
After a few rounds of up and down, Samuel felt confident about his ability to walk downstairs
without assistance and thus told the student that he would like to try walking down alone. The
first few steps he did alright with the help of the handrail. However, he struggled with
descending from the last step – there was no more handrail for him to hold on too. Unable to
flex his right knee, he awkwardly stumbled and almost fell. Shaking his head, Samuel laughed
a little and then waved at the physical therapy student to ask her to come help him do one more
set of this exercise.
Samuel was experiencing what Faircloth calls “a self/body separation”; he was testing his
body for its capacity to go downstairs and then treating it in a reflective process that transforms
his understanding of his body (Faircloth, 2004). By attempting different activities and in turn

In order to protect the anonymity of participants in this study, names of patients used in this monography are
replaced by pseudonyms.
3
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knowing whether he could or could not accomplish a certain task, Samuel was slowly getting
to know his body after the stroke attack. When asked what the most difficult thing was for him
after the stroke incident, he responded that not able to perform basic tasks such as tying his
shoelaces was the most difficult thing for him to adjust to. He lost his autonomy immediately
after the stroke. Now he has to depend on his wife and children when he wants to go out because
he gets very tired after walking for a short distance. Four other patients I talked to expressed
similar frustration at the loss of independency.
Besides constantly testing for their physical limitation, patients with stroke caused
disabilities are challenging their social limitations everyday by trying to make sense of the
social position of their newly limited bodies. Luiz recently had a stroke attack two weeks ago.
When I met him, he was trying to learn the right technique to stand up. Sitting in front of a
posture mirror and with the assistance of two physical therapy students, he struggled to stand
up for a few seconds before he was exhausted and fell back into his wheelchair. In the corner
of the physical therapy room, Luiz’s mom cried seeing her son struggling and then quietly left
the room.
Luiz was the youngest among all the patients I talked to. He used to be a physical therapist,
but was not able to work anymore now that he lost his physical functionality. Every physical
therapy session, his parents came with him and they would quietly sat in the corner of the room
watching him. Luiz told me that it was very difficult for his parents to accept the fact that he
was like a baby again and would constantly need assistance with almost everything. “What
about you?” I asked him. He paused and then told me that it was not easy either. The most
difficult part for him to adjust was losing his job and losing his ability to provide for his family.
His social network was limited by his physical disabilities. The inability to fulfill his familial
role as an adult son and social role as an educated society contributor left him feeling insecure
and frustrated.
Even though Luiz was the only participant in my study that expressed dissatisfaction of
himself due to his limited familial role, many other patients shared his frustration of inability
to work. Three patients mentioned that their main goal for this physical therapy treatment was
to recover and go back to their original job. A physical therapist also told me that based on her
experience, the most difficult thing for most stroke patients was the loss of income due to their
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inability to work. After having physical disabilities caused by stroke, these patients were most
directly experiencing the physical limitations of their bodies. Their physical capability or
incapability would then shape their perception of self due to their lost roles and social positions.
As a result, the perception of self for stroke patients would alter along the process of them
testing new limits of their bodies.
Perceiving the Self
I handed Felipe over the consent form for him to sign before I started interviewing him.
He slowly wrote down his name carefully with full concentration, trying to stable his shaky
right hand. Stroke hit him hard in 2008, making him lose physical functionality of his right side
of the body completely. After he finished signing, he pointed to his signature and asked “can
you read this”? I read his name out loud proving to him that his handwriting is legible. He then
smiled in relief and signaled me to start the interview.
Felipe is a strong character. He received physical therapy treatment in Hospital Sarah for
6 months before he stopped going to physical therapy sessions in 2010. He said that it was too
difficult for him to find a family member to go with him – his wife has health problems and his
daughter is married to the interior of Bahia. Under this circumstances, he started coming to
Campo Grande to use the outdoor gym to do exercises on his own three times a week. However,
Felipe is not someone who lives nearby; he has to take two buses from his home in Mata Escura
to come to Campo Grande to use the outdoor gym. I can only imagine the difficulties and
challenges that he has to overcome, and was completely in awe for his perseverance and
dedication.
At the same time, I noticed that Felipe was also very self-conscious about his disabilities.
He was worried that his handwriting was not good enough for me to read, and his voice was
not clear and loud enough for me hear. This conflict between his strong will to recover and his
insecurities about how he present himself to me intrigues me, and I could not help but
wondering how someone like Felipe would evaluate his self-esteem.
Rosenberg self-esteem scale was designed with 10 statements regarding one’s general
feeling towards oneself. Each statement would be answered based on a four point scale, from
strongly disagree (worth 0 point) to strongly agree (worth 3 points). Felipe scored 25 out of 30,
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which is within a normal range. For most of the statements, he would firmly choose strongly
agree or disagree. When he did not feel strongly towards a statement, he would stop and explain
to me why he only slightly agree or disagree. Similarly situation happened when I visited
Escola Bahiana and distributed the same self-esteem scale to six other patients.
Statements

Strongly Disagree Agree Strongly
Disagree
Agree

2

I feel that I’m a person of worth, at least equal with others.

I feel that I have a number of good qualities
All in all, I am inclined to feel that I am a failure.

5
7

5

I am able to do things as well as most other people.

2
2

2

I take a positive attitude toward myself.

3

4

On the whole, I am satisfied with myself.

2

5

I feel I do not have much to be proud of.

3
6

1

I wish I could have more respect for myself.

2

5

I feel useless at times

2

2

3

At times I think I am no good at all.
4
3
Table 1| Patients’ self-esteem evaluation with Rosenberg self-esteem scale.
This table shows the responses given by 7 patients to the 10 statements in the questionnaire.
Numbers in the table represents the number of patients choosing that option for the
corresponding statement.
All of the patients who responded to this questionnaire evaluated self-esteem that falls into
normal range. Table 1 lists all the statements on the scale and the number of patients who chose
each option corresponding to the statement. Majority of the patients responded to 7 out of these
10 statements with strongly agree or strongly disagree. For example, for the statement “I feel
that I have a number of good qualities”, all of them strongly agreed, indicating a high level of
self-approval. However, for statements such as “I am able to do things as well as most other
people” and “I feel useless at times”, majority of the patients often hesitated before answering
and chose only to agree or disagree partially. When asking the reason behind the choices,
Samuel gave me an answer that was later echoed by many other patients. He giggled, pointing
to his right hand, and said “well, maybe not as well as other people, but I can still do many
things”4.

4

“É... assim... não tão bem, mas posso fazer muitas coisas.”
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Patients with sequelae of stroke are fully aware of their physical disabilities. The way they
view and perceive themselves is more or less influenced by this awareness, as it is indicated
from the process of answering the questionnaires. They would at times feel frustrated and even
feel useless because of their physical limitations. However, it is interesting to note that being
self-conscious about their physical disabilities did not affect the overall evaluation of their
characteristics and qualities. They demonstrated confidence in believing that they are people
of value and, all in all, as good as other physically healthy people.
Making Peace with the Self
Antonio used his right hand to reach over for his left knee, pushing his left knee towards
his right leg in order to hold the exercise ball between his legs. However, the ball fell the
moment he took his right hand back. In frustration, he shot a glance at me, pointed to his left
side of the body, and said quietly “I cannot feel anything”5. When the physical therapist picked
up the ball and put it back between his knees, Antonio did not even try to hold the ball this time.
It feel onto the ground again.
Antonio was not the only patient I saw during my time in Escola Bahiana that has
expressed some degree of frustration. Rather than directly refusing to do exercise, patients who
experienced negative emotions usually would perform an exercise poorly or keep complaining
that they are tired. A physical therapist, who is also a professor at Escola Bahiana, told me that
it was generally very easy for them to identify the emotion changes in patients, especially
negative ones. The negative emotions was explained by Toombs in one of his researches; he
suggests that the physical disturbances brought by diseases contribute bodily alienation and a
disengagement of body from the self (Toombs, 1992). This disrupted embodiment of body in
the self would often result in a negative sense of self and low self-esteem. However, the
professor later told me that the feeling of frustration was often temporary and was not
necessarily associated with low self-esteem. Finding out what one can or cannot do can be a
depressing experience. The way professionals usually cope with patients’ negative emotions
usually is to give them some time to rest, do some massage, or switch to an easier exercise for
the patient to do. After changing to a less challenging exercise, the patient would regain some
5

“Não sinto nada.”
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confidence in his ability and as a result start to develop positive feelings.
Similarly, a physical therapy student told me an anecdote that once a stroke patient was so
excited to find out that he could finally regain some control of his hand that he went around the
room to shake hand with everyone. A patient also shared with me that when she was able to
walk up and downstairs without the assistance of physical therapist, she was extremely proud
of herself. Therefore, the ability to perform an exercise perfectly or master more tasks during
the course of receiving physical therapy treatment would lead to an increase in their confidence
and thus create a more optimistic perception of self.
The level of self-esteem reflected from participants’ responses to the questionnaires
indicates that patients have to an extent accepted their newly limited body and is able to
acknowledge the positive aspect of themselves despite of their physical disabilities. The
process of getting used to their newly limited body was described by three patients as a natural
progression of time. They told me that as time goes by, they learned the correct technique to
stand up, acquired tricks that would make their life easier, and found out the way to use their
“good” half of the body to compensate the other. The initial stage of continuously testing the
limits of their new bodies paid off. Patients were able to acknowledge their poorly functioning
body parts that were previously perceived as obstacles, and accept their disabilities to integrate
them into their self-concept. The process of accepting the limited body is the last stage of the
physical rehabilitation journey, which is also one of the biggest challenges faced by stroke
survivors.
Comprehensive Reflection
Kitzmüller published “the Significance of the Long-term Influence of Bodily Changes on
the Perception of Self after Stroke” in 2012. He suggests that the meaning of the long-term
experience of bodily changes after stroke is living a body that is perceived as unfamiliar and
unreliable (Kitzmüller, 2012). Stroke, by causing physical functionality impairment, endangers
the previously dexterous body (Faircloth, 2004). Things accompanying the physical disabilities
including the loss of independence and changes in social positions would often weaken a
patient’s image of self as a person of worth. The physical rehabilitation journey of stroke
survivors is in a sense a process of patients’ struggling to overcome the gap created by their
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alienated body and the self.
Faircloth in his study mentions that stroke survivors would continually “search out new
activities in order to regain the positive sense of a preillness self” (2004). This is in accordance
with the findings in my study. Patients, by attempting to do an exercise without assistance, was
trying to measure their progress and in turn gain a sense of accomplishment and confidence.
When they successfully perceive an improvement by mastering an important task, such as the
anecdote told by the physician student, patients start to gradually accept their bod, which leads
to a manifestation of their selfness. This could be further explained by the concept of “positive
bodily awareness” proposed by Kitzmüller in his study. This positive awareness is created when
one attends to his or her body without the feeling to alienation or discomfort (Kitzmüller, 2012).
The awakening of a new function of their body would prompt patients to improve their selfconcept, which would allow them to bridge the gap between their newly limited body and self.
However, it is important to note that as important as testing the body and setting
benchmarks for patients to measure their progress, not every testing is successful and this
process could be disappointing as well. The negative feeling associated with failing to
accomplish a certain task is noticed in my findings as well. As a result, extending Kizmüller’s
concept of positive bodily awareness, I intend to focus on the contribution of physical therapy
under the circumstances where it is difficult for patients to overcome their negative feelings. I
also aim to identify and further analyze components of physical therapy that are helpful in
creating patients’ perceived improvement.
The Boosters for Self-esteem in Physical Therapy
Ben-Sira in his study in 1980 categorized two components of medical treatment:
instrumental and affectionate. Instrumental component refers to content of the professional’s
activity. In the case of physical therapy treatment, the instrumental component would involve
physical therapy techniques such as the Bobath and Kabath approach, exercise equipments
such as the exercise ball and posture mirror, and the length and frequency of each physical
therapy session. Affectionate component, on the other hand, would include mainly
professional’s behavior and attitudes towards patients. The tone of speech, ways of greeting
patients, and the body proximity of professional and patients would all be considered as part
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of the affectionate component of the physical therapy treatment.
The concept of positive bodily awareness contribute to an improved self-esteem and could
be achieved by patients mastering an important skill and perceiving a progress in their recovery.
Physical therapy treatment provides patients with empirically-proved effective exercise
techniques that could improve their physical disabilities. However, the criteria for determining
the level of effectiveness would vary from patient to patient. As a result, understanding what a
patient value in a physical therapy session would be the key to identify components in physical
therapy treatment that improve the overall self-esteem of stroke survivors.
Instrumental Component: Techniques
Ben-sira suggests in his study that when evaluating the efficacy of a medical treatment, a
patient who is emotionally involved with his or her condition tends to overlook the instrumental
component; they tend to only consider the affectionate component which is the behavior of
professionals (Ben-Sira, 1980). However, objectives such as learning the correct techniques
and knowing how to take care of the body were brought up during interviews multiple times
by both patients and professionals.

Physical Therapy Positive Professional- Other factors
Techniques
patient Relationship
Physical Therapist (2)

xx

x

Physical Therapy
Student (2)

xx

x

Family support x2

Patients (7)
xxxx
xx
Table 2| Participants’ response to what they consider to be the most important factor
contributing to the effectiveness of physical therapy treatment.
This table records the number of times each participant mention each factor. Two physical
therapists, two students and seven patients were asked to evaluate. An “x” represent a mention
of a specific factor.
Only five patients identified one or more factors; others simply indicated that the treatment
overall was good and helpful. Two patients specifically mentioned to me that for them the most
valuable thing of a physical therapy session is their ability to learn the correct techniques to
better use their bodies. Professionals acknowledge the importance of the instrumental
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component as well. One physical therapist with five years of working experience told me that
the most effective part of a physical therapy to a patient’s recovery is the rehabilitation
techniques, because it provides patients with the skills to re-establish their muscle strength and
helps them regain independency by teaching them techniques to perform basic tasks. In their
daily life, by testing the limitations of their bodies patients would sense these changes when
they realize that they have overcome some former limitations. Under this circumstances, their
body would give a feedback to their mind indicating a perceived improvement. Kitzmüller’s
bodily positive awareness theory could be used to explain the reason that physicians and
patients speak highly of the value of techniques taught in a physical therapy treatment
(Kitzmüller, 2012). When patients respond well to an exercise technique and successfully
perform a task, they were experiencing the joy brought by overcoming their previous body
limitations. As a result, it is mostly likely for the patients, who have experienced the positive
feedback their body gives to their self when they successfully accomplish a task, that
instrumental component of physical therapy is most readily perceived as beneficial for their
physical improvements.
Affectionate Component: Caring Behaviors
Affectionate component of physical therapy treatment is also considered by professionals
and patients as valuable, indicated by Table 2. Pound’s study suggests that affectionate
component of a medical treatment is usually perceived by patients as more important than
instrumental component, when the medical treatment cannot bring them instant relief (Pound,
1995). Kosa and Robertson provides the theoretical support for the necessity of the affectionate
component. They suggest that when medical treatment was not able to give immediate relief to
the patient, which is the case of physical rehabilitation of stroke sequelae, affective behaviors
of professionals toward the patients could reduce their anxiety caused by the uncertainty of
their future health condition (Kosa and Robertson, 1975). As a result, the ability of
professionals to ease this feeling of anxiety would at this instance becomes the most important
criteria for the patient to evaluate the effectiveness of the treatment and to perceive their
improvement.
My interview with the physical therapist working at Hospital Irmã Dulce echoes with this
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notion. The physical therapist said that when noticing the negative emotional change of a
patient, she would often choose to pause the exercise and ask the patient if they would like to
have a rest. Showing patience and demonstrating signs of concern would make the patient feel
a sense of importance; the idea of being taken care of and sense of importance when
internalized by the patient would boost his or her self-esteem and confidence. Affectionate
component of physical therapy would as a result promote a positive psychological feedback,
and would give patients more motivation with the execution of the instrumental component of
the treatment.
In addition, affectionate component becomes particularly important for the patients who
are not at the level of recovery to perform basic tasks yet. For these patients, there are few
measurement for them to sense their physical improvement, as they are not able to break their
physical limitations yet. Moreover, these patients are more likely to experience the negative
feeling generated by testing their body limits and failing to perform certain tasks. In this case,
affectionate component, especially words of encouragement, became an extremely crucial
mean for patients to gain a positive perception towards themselves. By complimenting a patient
after he has correctly performed a movement, professionals are building the patient’s
confidence. Vocalizing the performance of a patient, such as saying “good job, your hands
raised higher this time”, professionals would help the patient perceive his physical
improvement which would be otherwise hard to measure. This method was most widely used
in the physical therapy room during my observation, as I could constantly hear professionals
giving patients encouragement.
Last but not the least, affectionate component of a physical therapy session contributes to
a positive and enjoyable professional-patient relationship. The relationship might not directly
contribute to the perceived improvement of a patient. However, the existence of the relationship
makes it easier to retain patients and is a good way to encourage patients to keep receiving
treatment. Professionals in Escola Bahiana would always greet patients and their family
members when they walk into the clinic. For the patients who were not able to pinpoint aspects
of the treatment that they value the most, they responded by saying that they liked everything
about physical therapy. This overall positive feeling conveyed by the patients was to a large
contributed by the affectionate component.
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In conclusion, both instrumental and affectionate components of physical therapy session
are considered by professionals and patients participated in this study as important for
promoting a sense of confidence and significance among patients. Instrumental component by
nature targets the actual illness problem, while affectionate component target the anxiety
caused by the physical disturbance. The illness problem and the anxiety problem are
interrelated and hence requiring simultaneous attention. Patients’ sense of anxiety could be
both a cause and a consequence of their physical disturbance, the process of physical therapy
treatment would indeed require equal attention to both the physical and emotional aspects of
the patient’s situation. As a result, to improve the overall self-esteem of stroke survivors, the
physical therapy techniques taught by professionals and the affectionate behaviors given to the
patients are equally important.
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CONCLUSION
Every patient’s journey of physical rehabilitation is different. Despite their different levels
of recovery, stroke survivors shared the same experience of trying to make sense of their newly
disabled body and integrate that into their perception of self. Patients, by living their daily life,
are constantly testing and reminded of their physical limitations. Even though they are selfconscious about their disabilities, majority of them have accepted their disability caused by
stroke as a part of themselves, demonstrating normal to high level of self-esteem. By testing,
learning to use, and accepting their body, patients receiving physical therapy treatment are
going through the process of coming to terms with their limited body, which usually is also the
last stage of patients’ journey of physical rehabilitation.
When evaluating the most effective component of physical therapy in improving perceived
physical improvement and self-esteem, professionals and patients give similar answers,
stressing the importance of both the instrumental and affectionate component of the treatment.
However, given patients have different life experiences and levels of recovery, each of this two
components targets different population – instrumental component is valued more by patients
who are responding well to rehabilitation exercises and can visualize their physical
improvement, while patients who are having difficulty in doing exercises think more highly
about affectionate components. This distinction between the effectiveness of these two
components fits into my theoretical framework proposed based on Faircloth and Kitzmüller’s
theories regarding body-self dualism. The process of improving self-esteem of stroke patients
is assisted by the integration of their newly limited body in their self-perception. Physical
therapy treatment, either through instrumental component that helps patients visualize their
physical improvement or through affectionate component that vocalizes physical improvement
for patients, enables stroke survivors to bridge the gap between their body and mind, and thus
improve their self-esteem.
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RECOMMENDATIONS FOR FUTURE RESEARCH
Physical therapy treatment for patients with sequelae of stroke is a long and complicated
process which usually involves not only the patient and professionals but also the patients’
family. The change in a patient’s perception of the self is usually very subtle and differs in
relation to time. As a result, a more in-depth study focusing on the entire journey of one
patient’s recovery with physical therapy treatment would be able to yield more insight
regarding this patient’s emotional changes, which would in turn identify more accurately
components of physical therapy that contribute to these changes.
During my participant observation, I noticed that there is a growing population of stroke
patients under the age of 65. They seem to have a harder time adapting to their newly limited
bodies, and as a result tend to express more negative emotions during physical therapy by
repetitively saying that they are tired or mindlessly doing one exercise. Family members for
this population of patients, especially parents, are more susceptible to be influenced by these
negative emotions as well. The psychological health of young stroke patients and that of their
care takers is an area that deserves future research. Considering that very few studies have been
done on this subject, it would be particularly interesting to find out components of physical
therapy that are uniquely beneficial for this population of patients.
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APPENDICES
Appendix Questions
1. Could you have done this project in the USA? What data or sources were unique to the
culture in which you did the project?
I could not have done this project in the USA. Physical therapy sessions in the U.S. are
often very expensive and thus unavailable to many patients without the financial means.
Brazil’s national healthcare system theoretically offers free public healthcare to everyone,
which makes physical therapy an accessible treatment for many patients from lower
socioeconomic classes, which is the population that I am researching in this project. The
open and welcoming nature of Brazilians also made it easy for me to collect narratives
from healthcare professionals and many patients.
2. Could you have done any part of it in the USA? Would the results have been different?
How?
The only part that I can see myself doing in the U.S. would be the literature review.
However, it would be impossible to replicate my field work and interviews anywhere in
the U.S.
3. Did the process of doing the ISP modify your learning style? How was this different from
your previous style and approaches to learning?
ISP, to a large extent, takes away the comfort I found in a classroom and forces me to go
out of my comfort zone. Sitting in a lecture, I have the choice of being simply physically
present and the comfort of being unnoticed. However, ISP requires me to find my voice
and to stand under the spotlight. It gives me a more proactive way of learning. Having the
experience I had doing the ISP or even simply knowing that I finished my monograph
will always be a confidence-booster in my future academic life.
4. How much of the final monograph is primary data? How much is from secondary
sources?
Over half of the monograph is primary data; the questionnaires and narratives are all
collected by me. The structure of the physical therapy treatment is also collected as
primary data through interviews with professionals and my clinical observation. The
secondary sources used are statistics on the general information about stroke in Brazil.
5. What criteria did you use to evaluate your data for inclusion in the final monograph? Or
how did you decide to exclude certain data?
I include data that could fit into the framework of my research question. The data I
excluded are either very personal information of the patient or observations made
irrelevant to my research question.
6. How did the "drop-off's", community projects, and/or field activities contribute to the
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process and completion of the ISP?
The “drop-offs” eased my discomfort of talking to strangers and visiting organizations
that I am not familiar with. Community project made me get accustomed to the idea of
interviewing people and obtaining information. Field trip to Cachoeira allowed me to
have a taste of the clinic setting, which helps greatly for my ISP since it has a clinical
observation component. The two-week field trip to Lençoís and Iléus was a good stress
reliever and helped me get into the mindset of doing ISP.
7. What part of the FME course most significantly influenced the ISP process?
I benefit most knowing that during field work, it is important to separate my judgement
and emotions from the actual events that are going on.
8. What were the principal problems you encountered while doing the ISP? Were you able
to resolve these and how?
The principal problems that I encountered while doing the ISP is my inability to
sufficiently communicate with stroke patients. A lot of patients have difficulty in forming
clear sentences due to the stroke. As a foreigner, it is even more difficult for me.
Therefore, I have been getting information from professionals and patients who are more
capable of communicating.
9. Did you experience any time constraints? How could these have been resolved?
Yes. The major time constraint is that I did not really started my clinical observation until
the third week. It could have been resolved if I realize that teaching hospitals will be more
welcoming towards foreign students and try to contact them first.
10. Did your original topic change and evolve as you discovered or did not discover new and
different resources? Did the resources available modify or determine the topic?
Luckily, I did not have to change my original topic. I had the fear that I had to reframe
my research question due to the limitation of not able to interview patients. However, in
the end, I was able to conduct informal questions with the patients and obtain information
and feedbacks that I need.
11. How did you go about finding resources: institutions, interviewees, publications, etc.?
My resources regarding field work and contacts in Escola Bahiana are entirely provided
to me by my wonderful advisor, Carolina Santos. Marissa’s host mom helped me find a
patient who conducted a formal interview with me. I relied mainly on Bryn Mawr
College’s subscription to online databases such as JSTOR for my primary literature
research.
12. What method(s) did you use? How did you decide to use such method(s)?
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I used structured and semi-structured interviews, questionnaires and participant
observation. I chose structured interviews so that I can overcome my language barrier to
communicate with interviewees. Semi-structured informal interviews are done due to
constraints of location and time – I was not able to spend an hour interviewing a
professional who is at work, nor could I directly interview a patient during his or her
physical therapy session. Questionnaire is chosen as it provides a more quantitative
approach towards the measurement of one’s self-esteem. Participant observation is the
key to my research, helping me contextualize information obtained from interviews.
13. Comment on your relations with your advisor: indispensable? Occasionally helpful? Not
very helpful? At what point was he/she most helpful? Were there cultural differences,
which influenced your relationship? A different understanding of educational processes
and goals? Was working with the advisor instructional?
My advisor was indispensable to me. Her endless effort helped me establish contact with
Escola Bahiana and made my participant observation possible. I have not encountered
any cultural differences. It is her first time advising an SIT student. However, she made
sure that she understood the program’s expectation of me and her role as an advisor. She
has been responsible and extremely throughout my whole research period.
14. Did you reach any dead ends? Hypotheses which turned out to be not useful? Interviews
or visits that had no application?
Fortunately, no. I was able to gain a considerable amount of information from each
interview and visit.
15. What insights did you gain into the culture as a result of doing the ISP, which you might
not otherwise have gained?
My presence in the physical therapy room poses as a source of excitement for many
patients. Brazilian society has the innate curiosity towards foreign cultures. My Asian
traits made me exotic. Moreover, the general lack of understanding cultural-wise about
China, or even most Asian countries gives Brazilians a lot of misconceptions towards me
and people like me. I had this realization before doing the ISP. However, doing the ISP
and being the subject of people’s stares have definitely reinforced my original idea.
16. Did the ISP process assist your adjustment to the culture? Integration?
I would not say that ISP assisted my adjustment to the culture. However, I acknowledge
that the ISP process is the product of my adjustment and integration of the culture. There
is no way I could have done what I did if I have not spent two months in Salvador. It
would be very difficult for me to build connections like I did if I had no idea of Brazilian
culture.
17. What were the principal lessons you learned from the ISP process?
I learned the importance of being organized and always being prepared. This process
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includes a considerable amount of spontaneity. Being ready for surprises, going with the
flow of the research, and keeping a positive vibe are the key.
18. If you met a future student who wanted to do this same project, what would be your
recommendations to him/her?
I would recommend them to be prepared for a journey that is painful yet unexpectedly
satisfying. I would also suggest them to reach out to people who are knowledgeable in
this field immediately after the confirmation of his or her research topic. Try to gain as
much insight as possible before the actual start date of ISP. One month research period is
often too short and collecting background information beforehand would help one save a
lot of time.
19. Given what you know now, would you undertake this, or a similar project again?

Definitely. I would craft my interview questions more in order to get more personal and
emotional responses, and come up with a new method of distributing questionnaires to
give patients more privacy. If it is possible, I might even focus on the experience of one
single patient, painting a complete picture of the journey of physical rehabilitation from
one angle.
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Termo de Consentimento Livre e Esclarecido

Prezado(a) Senhor(a)
Gostaríamos de convidá-lo(a) a participar de nosso estudo: O papel da fisioterapia na reconstrução
da autoestima de sobreviventes de derrame, que tem como objetivo identificar componentes de fisioterapia
que contribuem para a percepção positiva do Eu entre pacientes, e que ajudam a reconstruir sua
autoestima.
A pesquisa, consistirá na realização de entrevistas, observações e/ou participações junto aos
participantes do estudo e posterior haverá a análise do conteúdo destas entrevistas e/ou observações. Será
conduzida dessa forma, pois pretendemos trabalhar com a experiência de vida dos(as) participantes da pesquisa.
Trata-se de um estudo, desenvolvido por Ninghe Cai orientada pela Sra. Carolina Santos.
Garantimos que, a qualquer momento da realização desse estudo, qualquer participante da pesquisa e/ou
estabelecimento envolvido, poderá receber esclarecimentos adicionais que julgar necessários. Qualquer participante
selecionado(a) tem o direito de recusar-se a participar ou retirar-se da pesquisa em qualquer fase da mesma, sem
nenhum tipo de penalidade, constrangimento ou prejuízo. O sigilo das informações pessoais dos participantes será
preservado, especificamente, quanto ao nome, à identificação de pessoas ou de locais. Todos os registros efetuados
no decorrer desta investigação científica serão usados para fins acadêmico-científicos e serão inutilizados após a fase
de análise dos dados e de apresentação dos resultados finais na forma de monografia ou artigo científico.
Em caso de concordância com as considerações expostas, solicitamos que assine este “Termo de
Consentimento Livre e Esclarecido” no local indicado abaixo. Desde já agradecemos sua colaboração e fica aqui
o compromisso de notificação do andamento e envio dos resultados desta pesquisa.
Qualquer dúvida ou maiores esclarecimentos, entrar em contato com a responsável pelo estudo:
e-mail: gabriela.ventura@sit.edu Telefone: (71) 99719.6010 (do SIT Study Abroad: Brasil-Saúde Pública, Raça
e Direitos Humanos).

Aluno: Ninghe Cai
Estudante no Programa do SIT Study Abroad: BrasilSaúde Pública, Raça e Direitos Humanos
______________ , _____ de ______________ de 2015.
(cidade)

Eu,

Orientador(a) : Gabriela Ventura
______________________________
Orientador(a): Carolina Santos

____________________________________________________________,

assino

o

termo

de

consentimento, após o esclarecimento e da concordância com os objetivos e condições da realização da pesquisa
“O papel da fisioterapia na reconstrução da autoestima de sobreviventes de derrame”, permitindo, também,
que os resultados gerais deste estudo sejam divulgados sem a menção dos nomes dos pesquisados.

______________ , _____ de ______________ de 2015.
(cidade)

Assinatura do Pesquisado(a)
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Questionnaire for Patients
Rosenberg Self-esteem Scale
Leia cada frase com atenção e faça um círculo em torno da opção mais adequada
1.

Eu sinto que sou uma pessoa de valor, no mínimo, tanto quanto as outras pessoas.
(1) Discordo Totalmente
(2) Discordo
(3) Concordo (4) Concordo Totalmente

2.

Eu acho que eu tenho várias boas qualidades.
(1) Discordo Totalmente
(2) Discordo
(3) Concordo

(4) Concordo Totalmente

Levando tudo em conta, eu penso que eu sou um fracasso.
(1) Discordo Totalmente
(2) Discordo
(3) Concordo

(4) Concordo Totalmente

3.

4.

Eu acho que sou capaz de fazer as coisas tão bem quanto a maioria das pessoas.
(1) Discordo Totalmente
(2) Discordo
(3) Concordo (4) Concordo Totalmente

5.

Eu acho que eu não tenho muito do que me orgulhar.
(1) Discordo Totalmente
(2) Discordo
(3) Concordo

(4) Concordo Totalmente

Eu tenho uma atitude positiva com relação a mim mesmo.
(1) Discordo Totalmente
(2) Discordo
(3) Concordo

(4) Concordo Totalmente

No conjunto, eu estou satisfeito comigo.
(1) Discordo Totalmente
(2) Discordo

(3) Concordo

(4) Concordo Totalmente

Eu gostaria de poder ter mais respeito por mim mesmo.
(1) Discordo Totalmente
(2) Discordo
(3) Concordo

(4) Concordo Totalmente

Ás vezes eu me sinto inútil.
(1) Discordo Totalmente
(2) Discordo

(4) Concordo Totalmente

6.

7.

8.

9.

(3) Concordo

10. Ás vezes eu acho que não presto para nada.
(1) Discordo Totalmente (2) Discordo (3) Concordo

(4) Concordo Totalmente
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Interview Questions for Professionals
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.

Ha quanto tempo você trabalha como fisioterapeuta?
Qual percetual de pacientes que você atende e apresenta alguma deficiencia pos o AVC?
De que forma os pacientes são encominhados para o atendimento de fisioterapia?
Normalmente, os pacientes chegam sozinhos ou acompanhados?
Como se inicia o atendimento de fisioterapia aos pacientes pos o AVC? (Tem uma evolução
/ escala / questionario)
Os pacientes tinham algum conhecimento sobre derrame antes do AVC?
Como funciona uma sessão de fisioterapia? Os pacientes são atendidos individualmente
ou em grupo?
Quantas vezes por semana eles fazem os exercícios normalmente?
Qual a frequência da fisioterapia você acredita ser ideal para a melhor evolução no
tratamento para o paciente?
Quais são os desafios que enfrenta como profissional na sessão de fisioterapia com esses
pacientes?
Durante as sessões de fisioterapia, os pacientes conversam sobre sua vida ou história
familiar? Quais os conteúdos mais comuns ditos por eles?
É possível observar as alterações ou oscilações emocionais ou de humor dos pacientes?
Quais os mais frequentes?
Qual seria o limite da relação profissional entre o fisioterapeuta e o paciente?
De que forma é possivel responsabilizar os pacientes sobre o seu tratamento?
Baseado em sua experiência, qual seria a maior dificuldade apresentada pelo paciente
depois do AVC?
Entre as diversas dimensões da historia de vida desses pacientes, qual aspecto eles
consideram que mais mudou nas suas vidas?
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Interview Questions for Patients
Parte I: alterações emocionais
1. Você tinha conhecimento sobre derrame cerebral antes de seu acidente?
2. Você imaginou que um dia iria perder parte de suas funções físicas antes do AVC?
3. Qual foi seu primeiro pensamento depois que voce teve derrame cerebral ?
4. Que aspectos da sua vida mudou imediatamente depois do acidente?
5. Dê uma exemplo de uma situação na qual você mais teve dificuldade depois do AVC ?
6. Na sua opinião, quais foram os aspectos positivos em sua vida depois do acidente?
Parte II: avaliação da auto-estima
1. Você acha que depois de seu acidente sua família tem mais trabalho para cuidar de
você?
2. Você acha que as pessoas estão tratando você de forma diferente depois seu acidente?
Part III: experiência com a fisioterapia
1. Você gosta da fisioterapia? É difícil para você executar os movimentos ?
2. Quem geralmente vem com você para a fisioterapia? Quantas vezes por semana você
faz os exercícios ?
3. Você faz os exercícios físicos sozinho em casa também?
4. Você ja ficou frustrado por não conseguir executar os exercícios da fisioterapia ?
5. Você tem metas específicas que você quer atingir com a fisioterapia? Se sim, quais
são elas ?
6. O que você gosta mais nas sessões de fisioterapia? O que você acha que tem sido mais
útil para você?
7. O que você acha que pode ou poderia ser melhorado na fisioterapia ?
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Interviewees and Their Affilications
- Professionals
Profession Years
working

Most common difficulties
stroke patients encounter

Physical
Therapist

5 years
Hospital
Irmã
Dulce

Physical
Theraipist

6 years
Escola
Bahiana

- hard for them to perform
basic tasks
- difficult to remember
techniques learned in
physical therapy session
- get hurt because of bad
posture
- No means of economic
income because of the loss of
jobs
- adjust to their new life as
someone with disability

Physical
Therapy
Student

8th
semester
Escola
Bahiana

- perform basic tasks such as
brushing teeth and putting on
shoes.

Physical
Therapy
Student

8th
semester
Escola
Bahiana

- loss of mobility, physical
functionality

Most important
components of
treatment
- the technical skills,
such as the bobath
method
- the learning
component of the
session

Relationship
with Patients

- physician’s care
- words of
encouragement
- learning the right
techniques: correct
posture, correct way
to walk
- Giving patient
confidence when
they realize they can
now do some basic
task such as putting
on shoes after
receiving physical
therapy
- Teach patients and
their family the
better way to take
care of their bodies

- give patients
encouragement
and make them
feel important.
- be patient with
them and give
clear directions
- talk to patients
and ask them
how they are
doing, if they
need a rest

- maintain a good
relationship.
- remember to
greet their family
- call them by
their first name

- pay attention to
patients’ changes
of emotions

- Patients
Gender
Male
Female
Male

Age
68
47
50

Male
Male

73
45

Male
Male

43
77

Time of Receiving physical therapy
Almost two years in Escola Bahiana
One and a half years in Escola Bahiana
2 years in Escola Bahiana and before that 2
years in Hospital Sarah
About 1 year in Escola Bahiana
Very recent, about 2 weeks in Escola
Bahiana
1 year in Escola Bahiana
6 months in Hospital Sarah

View on physical therapy
Good.
Really like the physical therapist
Makes him feel that he is
improving and recovering

Good. Enjoy every session
Learned a lot of techniques
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